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Aspergillosis is a rare infection in HIV/AIDS patients. However, its incidence appears to increase, as the degree of immunodeficiency increases. Invasive pulmonary, cerebral, renal, cardiac, hepatic, cutaneous and mediastinal lymph nodes aspergillosis in HIV/AIDS patients has been reported. ' We report, the first case to our knowledge, of aspergillus infection of the epiglottis in a HIV positive patient.
A 
Discussion
Invasive aspergillosis is a rare condition, the incidence being 0.7% in one series of almost 1000 patients with advanced HIV disease.2 However, its incidence appears to have increased in the recent years with improved management and consequently longer survival of AIDS patients. The lungs are the common- Although amphotericin B remains the treatment of choice for most forms of invasive aspergillosis, itraconazole (400-600 mg per day) is an attractive alternative because it is effective after oral administration. Most available data suggest that the treatment dose of amphotericin should be 0.5-0.8 mg/kg body weight/day. Our patient developed nephrotoxicity after four days of amphotericin; therefore treatment was changed to liposomal amphotericin, thus allowing the use of a much higher dose of amphotericin (2 mg/kg/day). Our patient survived six months from the time of diagnosis, whereas in previously published data, survival ranged from three days to 13 months. 4 In the light of the poor prognosis of invasive aspergillosis in HIV positive patients, new therapeutic strategies must be evaluated, such as liposomal amphotericin and/or itraconazole. Amphotericin is fungistatic or fungicidal, depending on the concentration attained in body fluids. We feel a new therapeutic evaluation should include an induction phase of fungicidal strength, followed by a maintenance dose of amphotericin, with or without itraconazole. The use of immunomodulating agents, especially interferon, is awaiting evaluation.
